Gyntcological Aftermaths of the 1967 Abortion Act
The gynmcological aftermaths of termination of pregnancy may be considered from the points of view of the patient and of the gynmcologist and ,his department.
The Patient
The incidence of gynecological complications following termination remains somewhat speculative since the carrying out of large numbers of -terminations in hospital gynecological departments in this country is only a recent phenomenon. It would be unwise to extrapolate overseas experience to the United Kingdom because of the -different conditions that apply and the different type of woman subjected to the operation.
Common Gynwcological Complications
HNwmorrhage: The incidence and severity of hiemorrhage will depend on the duration of pregnancy at the time of termination, the tech--nique employed and the expertise of the operator. Of these, the duration of the pregnancy is by far the most significant. Women seeking termination should report for consideration as early as possible in the pregnancy. Termination should ideally be carried out by the eighth week and certainly not later than the twelfth week. Suction termination is the vaginal procedure of choice, blood loss being much reduced especially if the patient is anesthetized by intravenous rather than inhalational agents. The use of a paracervical block further reduces blood loss and facilitates dilatation of the cervix. A measured blood loss of 100-200 ml is normal in suction terminations up to twelve weeks gestation. Using a Karman suction curette of narrow (6 mm) calibre, suction termination may be carried out under paracervical block alone. This method is not without its disadvantages and discomfort to the patient, but avoids the necessity for a general anwsthetic. Haemorrhage is most likely to occur when evacuation of the uterus is incomplete. Steps to control uterine bleeding following termination by means of oxytocic agents are not successful because the uterus in early pregnancy is less sensitive to these agents than it is in late pregnancy. Uterine bleeding will only stop whe4 the uterus has been evacuated completely.
Infection: Terminations carried out in unsatisfactory surroundings may result in the introduction of organisms into the uterus at the time of 'operation'. If anaerobic organisms are introduced and the uterus is not completely evacuated gas gangrene of the uterus may occur. This is a rare occurrence, but carries a very high risk of mortality. Any intrauterine infection may spread to the tubes and cause permanent sterility as a result of the subsequent salpingitis. The treatment of infection is based upon the early use of broad spectrum antibiotics followed by complete evacuation of the uterus. The extent of the risk of developing chronic salpingitis and blocked tubes following a termination has not yet emerged, but this sequence of events is already appearing in clinical practice. Careful evaluation of this risk is essential so that in the future the patient requesting termination can be given a clear estimate of the risk she runs of subsequent sterility compared with the risk ifthe pregnancy continues. Although the risk is likely to be small for some women, even a small risk might not be acceptable.
Trauma to the uterus or vagina: Perforation of the posterior vaginal fomix or fundus of the uterus was a common cause of complications in 'back street abortions'. Termination carried out in ideal circumstances may still result in perforation of the uterus by a dilator or other instrument. The trained gynmcologist will recognize the fact that perforation has occurred and withdraw the instrument back into the uterus without damaging omentum or bowel. Immediate laparotomy is only called for if there is good cause to believe that intraperitoneal damage has occurred, otherwise the patient may be observed closely over the first forty-eight hours postoperatively for signs of peritoneal irritation. In the majority of these cases the patient will make an uneventful recovery and no further treatment will be required.
Cervical incompetence: Trauma to the internal cervical os may occur during the course of childbirth, spontaneous miscarriage or diagnostic curettage. It may also follow a termination of pregnancy, although it seems that this is a rare occurrence. When cervical incompetence is produced the patient will suffer recurrent late miscarriages in subsequent pregnancies unless steps are taken to overcome the incompetence. The advantage of early vaginal termination over later vaginal termination is that in the former case the extent to which the cervix need be dilated is less and the risk of incompetence is therefore reduced.
Rhesus incompatibility: Sensitization of a rhesus negative woman with a rhesus positive foetus may occur during the course of a termination as a result of the passage of rhesus positive foetal cells into the maternal circulation. Barron (1971) has reported that between 10% and 20% of rhesus negative women undergoing termination in this way may subsequently develop antibodies. The clinical significance of this finding has not yet been assessed, but cases have already been reported of rhesus negative women with a sufficiently high titre of antibodies to affect a subsequent pregnancy going to term. Giving anti D gamma globulin to all rhesus negative women having terminations is now regarded as essential.
The Gynwecologist and his Department
The way in which a particular gynmcologist interprets the Abortion Act determines very largely the effect which it has on his department. A recent survey by the Royal College of Obstetricians and Gynmcologists (1970) revealed that 58 % of 450 consultant gynmcologists surveyed thought that the law should be made more restrictive and only 28% that it should be left unchanged; 40% were in favour of abortion on demand. The gynmcological attitude expressed by consultant gynecologists in the latter part of 1969 was, therefore, distinctly conservative. A change toward a more liberal viewpoint may have occurred since this time, certainly amongst the younger gynwcologists and gynecological registrars. At the present time the majority of gynmcologists seem to interpret the Act strictly and make little or no concession to social indications. In such gynecological departments the patient is commonly referred for a psychiatric opinion and so a good deal of time is spent in assessing the patient preoperatively with the result that the waiting list for outpatient appointments is likely to be long. The minority group of gynecologists takes a more liberal attitude but finds that the problem of selection is a task which proves impossible to carry out on a logical basis so that virtually all requests for termination are granted. The only cases from these departments likely to be referred to the psychiatrist are those in which the gynxcologist feels a termination is not in the best interests of the patient and is looking for support for his refusal. Pressure on outpatient appointments in such gynecological departments is reduced but the pressure on operating time is greater. A liberal attitude attracts prospective patients requesting termination from surrounding, less liberal, areas with the result that most liberal gynwcologists have to confine their practice to their normal maternity catchment area. At King's College Hospital 445 cases of termination were carried out in the first complete year after the Abortion Act became law. In the third complete year approximately 1,100 terminations were performed. In spite of this increase the waiting list for gynecological admissions has not increased because of more efficient use of beds and latterly by the opening of a special short stay ward for minor gynacological cases including termination. Fewer severe septic abortions are now being seen, presumably as a result of a decrease in the number of back street abortions being carried out.
Termination techniques: In those departments where many terminations are carried out there has been a widespread adoption of suction termination of pregnancy up to fourteen or fifteen weeks duration. Termination thereafter is being carried out increasingly by means of an intraamniotic injection of hypertonic saline or hypertonic glucose. Prostaglandin infusion when available is also particularly useful in termination after the fourteenth week. Karim & Filshie Section ofPsychiatry (1970a, b) have shown a high success rate in producing termination by means of an intravenous infusion of prostaglandins E2 or F2 a. A prostaglandin vaginal pessary which produces abortion has been described (Karim 1971 ). If this proves successful when tried out on a larger scale it may well simplify the problem of termination, although in a proportion ofprostaglandininduced terminations evacuation is incomplete and subsequent operative emptying of the uterus is needed. It is possible that prostaglandins may ultimately provide the much hoped for 'morning after' treatment for women who have had unprotected intercourse. Prostaglandin-induced contractions would cause a shedding of the endometrium and prevent the embedding of a fertilized ovum. More research is needed before this attractive idea can be put into practice but the implications of this approach to the problem of unplanned pregnancy are clear, for the number of patients requesting termination might be drastically reduced.
Abortion and unplanned pregnancy: The fact that abortion is only a part of the problem of unplanned pregnancy is often lost sight of. Unplanned pregnancy remains the major problem and abortion is only a second best solution. The medical profession generally and gynecologists in particular are devoting more thought and time to the problem of family planning. The problem of world overpopulation is very relevant to the United Kingdom if the projected rate of population increase is realized. The danger at the present time in this country is that abortion will become the main method of dealing with unplanned pregnancy. The number of abortions carried out continues to rise and the number for the third completed year since the Abortion Act was 83,851, an increase of 29,000 over the 1969 figures for England and Wales. The lack of contraception among patients requesting termination is confirmed by the figures shown in Table 1 .
Of 300 women with unplanned pregnancies requesting termination and seen personally, 79 % had used either no contraception at all or a method which they knew to be unsatisfactory.
Among this group there were many intelligent women, including students, nurses, teachers, doctors and barristers. Furthermore, few of the unplanned pregnancies resulted from a single unplanned intercourse; most were the result of regular liaisons so that the failure to take proper contraceptive measures in these patients is a recurrent phenomenon. A close analysis of the contraceptive practices of 120 women requesting termination and seen recently revealed that 22 had previously been on the contraceptive pill. After discontinuing the pill a majority of these women continued to have intercourse as before, but without any alternative contraception. The habit of regular intercourse tends to go on and it would seem that women who have enjoyed the freedom which the pill gives from unplanned pregnancy 'forget' the association between intercourse and conception and in some illogical way assume their continued immunity even though they have stopped the pill. Adverse reactions and side-effects of the pill unfortunately receive wide and usually disproportionate publicity without any emphasis being given to the dangers of unplanned pregnancy if the pill is abandoned and no satisfactory alternative measure adopted.
The Gynacologist and Family Planning
In the past the gyntecological department has not generally included a family planning clinic, but this situation is slowly being remedied. The gynecologist sees his patients when they are pregnant, a time when they are usually very receptive to family planning advice. Because of this fact every gyntcological department should have a comprehensive family planning service to ensure that postnatal and postabortion patients get expert advice as soon as possible after the event. A liberal attitude to female sterilization and the provision of facilities for male sterilization are an essential part of these family planning facilities. The Royal College of Obstetricians and Gynecologists has long recognized the need for family planning training as a part of gynmcological postgraduate education and it is currently exploring the possibility of joining with the Family Planning Association and the Royal College of General Practitioners to offer a postgraduate certificate in family planning.
The thoughtful gynecologist has already realized that availability of family planning services by itself is not enough and that education of the young in the need to prevent unplanned pregnancy is essential. Among the facts that 4 must be put to the young are the failure rates of the various contraceptive measures and the risks as far as they are known of termination. Every couple proposing to have intercourse should consider the risks beforehand and decide whether or not they are acceptable. Some authorities hold that widespread abortion will ultimately degrade gynecology so that it no longer attracts the best kind of medical graduate. Many new methods of observation of feetal development and well-being in utero are now available. The unplanned pregnancy often occurs in situations of high obstetric risk if the pregnancy continues, and even when the outcome is successful the child is unlikely to grow up in an environment in which it can enjoy life to the full. When termination is seen in the context of one method of preventing such unplanned pregnancies it fits into the pattern ofmodern preventive gyntecology. As such, termination will not deter the thinking would-be gynecologist who in the long run will regard it as a proper procedure capable of preventing much suffering in the women he seeks to serve. It has been said that no woman desires an abortion, she either wants a baby or wishes to avoid a pregnancy. If this is so, the importance of prevention is emphasized and the approach to the problem of unplanned pregnancy must be directed accordingly.
Psychiatric Aftermaths of the 1967 Abortion Act
As Ferris (1967) has pointed out, it seems likely that prior to 1967 about 100,000 abortions were being carried out annually in England and Wales. The vast majority, 85 %, were criminal 'back street' operations performed by nonprofessional abortionists. What Ferris termed 'West End legal' abortionscovered by the precedent of the Bourne decisionwere restricted to an affluent minority who could afford the expense of consulting a few liberal gynecologists and psychiatrists. National Health Service abortions, about half as numerous, probably accounted for between 5 % and 10 % of the total. For the poorer woman the situation was iniquitous, and though abortions performed in good faith for medical reasons were theoretically covered by the Boume case and its aftermaths, the need to incorporate these decisions in a suitable form on the statute book became steadily more apparent. This was accomplished in the passage of the Abortion Act which became law in England, Scotland and Wales on April 27, 1968 (Simms & Hindell 1971 .
Psychiatric Views on Termination ofPregnancy Whilst many of the gyna!cologists expected to perform the operations legalized under the Abortion Act were opposed to it, psychiatrists for the most part concurred with its provisions. Few agreed with Myre Sim, who had stated in 1953 that there were no psychiatric indications for termination of pregnancy and inter alia that abortion could itself produce a psychosis; however, a myth had grown up that the procedure could be followed by adverse psychiatric sequels (Kummer 1963) . On the contrary, examination of the consequences of continuing an unwanted pregnancy reveals hazards and complications which are very considerable for both mother and child. For the mother, acceptance of the pregnancy may be difficult if the attitude of the father or society as a whole is negative; the same is true if she has had unfortunate experiences in previous pregnancies (Helper et al. 1968 ). Depressive states with anxiety are common in these circumstances and suicide, though rare, sometimes cccurs (Whitlock & Edwards 1968) . A criminal abortion brings its own attendant hazards, immediate and delayed, physical and psychological. Follow-up studies have shown that only about 25 % of single women who have requested an abortion and been refused go on to term and accept the baby (Pare 1967 , Clark et al. 1968 ). Despite the help given by mother and baby homes, childbirth can be a traumatic event for the unmarried mother and, regardless of an earlier resolve, having the baby adopted can produce sadness and self-reproach through the bereavement situation thus created. Afterwards the new mother, should she decide to keep her child, may be faced with poverty, shortage of accommodation, ostracism and lack of emotional support (Slaughter 1968). The child, dependent on one parent or foster parents or brought up in institutional surroundings, is disadvantaged socially and psychologically, and may subsequently develop psychiatric problems (Bowlby 1965 , Forsmann & Thuwe 1966 . On the other hand, an unwanted child, born to a couple with a 'completed family' or to a 'worn-out mother' from the less affluent strata of society as a result of defective fertility control or perhaps
